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F0000

This visit was for the Investigation of
Complaint IN00095041.

Complaint IN00095041 Substantiated,
Federal/State deficiency cited at F240.

Survey dates:
September 14 and 15, 2011

Facility number: 000327
Provider number: 155561
AIM number: 100273920

Survey team:
Anne Marie Crays, RN

Census bed type:
SNF/NF: 78
Total: 78

Census payor type:
Medicare: 12
Medicaid: 46
Other: 20

Total: 78

Sample: 7

This deficiency also reflects state findings
cited in accordance with 410 IAC 16.2.

F0000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

72LK11

Facility ID: 000327 If continuation sheet Page 1 of 17




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/06/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

155561

IA. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

00 COMPLETED

09/15/2011

NAME OF PROVIDER OR SUPPLIER

GOOD SAMARITAN HOME & REHABILITATIVE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

231 N JACKSON ST
OAKLAND CITY, IN47660

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES

1D PROVIDER'S PLAN OF CORRECTION (XS)
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX CAEACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
Quality review completed on September
19, 2011 by Bev Faulkner, RN
F0240 A facility must care for its residents in a
SS=D manner and in an environment that promotes
maintenance or enhancement of each
resident's quality of life.
. . F0240 The creation and submission 09/28/2011
Based on lnterVIGW and of this plan of correction does
. not constitute an admission by
record reVICW, the this provider of any conclusion
*1: : : set forth in the statement of
facility failed to provide defioncies or any ofher
. violation of regulation. This
carc Wthh enhanced the provider respectfully requests
. ' . . that the 2567 be considered the
reSIdent S quahty Of hfe’ letter of credible allegation and
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in that a resident residing
on the Alzheimer's Unit
was transferred to a
different room causing
psychosocial distress for
the resident and resulting
falls and an increase in
medications for
disruptive behavior, for

1 of 3 residents reviewed
who had transferred to
different rooms, in a
sample of 7. Resident B

Findings include:

On 9/14/11 at 9:55
A.M., the Alzheimer's
Unit Manager indicated
Resident B had recently

requests a desk review in lieu
of a post survey revisit on or
after September 26 th 2011.F
240 483.15 CARE AND
ENVIRONMENT PROMOTES
QUALITY OF LIFE It is the
practice of this facility to care
for it’s resident’s in a manner
and in an environment that
promotes maintenance or
enhancement of each resident’
s quality of life. What
corrective action(s) will be
accomplished for those
resident’s found to have been
affected by deficient
practice;Resident B has adjusted
to room move at present we will
continue to monitor and intervene
as necessitated. How other
resident’s having the potential
to be affected will be identified
by the same deficient practice
will be identified and what
corrective action(s) will be
taken.Resident’s who have had
room moves had the potential to
be affected by the alleged
deficient practice. Resident’s who
have had room moves in the past
30 days have been reviewed to
ensure psychosocial well being.
Interdisciplinary Team will be re-
in serviced and a post test
performed on transfer/room move
policy by Nurse Consultant by
9-26-2011. Potential room
changes/transfers will be
discussed with Interdisciplinary
Team prior to move. SSD /MCF
will monitor for adjustments and
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b t f d t report to IDT team. What
cen ransierre Y measures will be put into place
or what systematic changes
anOther room tO will be made to ensure that the
deficient practice does not
accommOdate a neWIY recur;Resident’s will not be
. . moved/transferred unless it is in
admltted marrled Couple‘ the best interest of the resident.
Interdisciplinary Team will discuss
all room changes prior to
Th 1 . 1 d f movement. And documentation
€ clinical recora o will be placed in chart to clarify
R d B . d and identify reason for room
CS1 ent was révicwe change. Interdisciplinary Team
will monitor residents for need of
on 9/14/1 1 at 10:20 A.M. transfer. Transfer will only occur if
. . one of the following conditions
DlagnOSCS lnCIUded, but are met. Transfer is necessary for
. . medical reasons, as judged by a
were not llmlted tO, Physician. Transfer is necessary
. for the welfare of the resident’s or
Dementia. other persons. Resident , or if
deemed incompetent Family
request. How the corrective
" . action(s) will be monitored to
- ensure the deficient practice
A "Intra-Facilit he deficient practi
. will not recur,i.e.,what quality
TranSfer Notice Of Room assurance program will be put
into place;Social Service
"
Change, dated 7/2/1 1, Director and Memory Care
facilitator will oversee room
: : . n .
lndlcated. 1. An changes to assure compliance
. e . and will report any adverse effect
intra-facility transfer is a from to Continuous Quality
Improvement committee
Change of beds or rooms overseen by Executive Director.
L. . CQI committee will immediately
within a certified intervene to ensure psychosocial
. e needs are met. By what date the
section...of the facility. systematic changes will be
completed.September 26 th
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. 2011.
2. In Indiana, an
intra-facility transfer can
: 4. Facilitty# 000327
be made only if it: a. Is s
1 Survey Eventt ID 72LK11
necessary for medlcal Survey Datte Septtembet5 tth, 2011
reasons; or b. Is -
Addendum tto original POC
necessary for the welfare
Please explain your process ofi
Of the r681dent or Others. monittoring fior tthe residentt’s who
have had room changes.
3 . If an 1ntra_fa0111ty Residentt’s will be monittored and
. . assessed fior disttress relatted tto room
transfer 1s requn'ed, the change fior72 hours. All shifis will
. . documentt adjusttmentt or lack ofi
resident must be given adjustimenttand IDT tteam will
. dettermine ifi adjusttmentt was
nOtICG at leaSt tWO (2) successfiul and ifi so will ttake ofi
. . conttnuous monittoring Social
days before I'GlOCElthl’l 1S Service Directtor and Memory Care
Facilittattor will monittor ongoing fior
eXpeCted, except When- inttermittentt adjusttmentt and or
o e psychosocial issues.
a. Individual(s) safety or
Whatt process will be in place tto
health Would be dettermine compliance Will tthe
. resultts be reviewed by your Qualitty
endangered; b. . | |
Review Committee? Att whatt pointt
< ' will monittoring be disconttnue@
R681dent S health CQl ttool will be uttlized tto monittor
1 . compliance. Conttnuous Qualitty
lmproves Or. 3 ‘ Improvementt Committee will review
R681dent's urgent CQl datta, fior compliance montthly X
3 montths and quartterly tthereafier
medlcal needs requlre fior ttwo quartterdfi documenttatton
is nott presentt and actton plan will
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 72LK11 Facility ID: 000327 If continuation sheet Page 5 of 17




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/06/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

155561

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
00 COMPLETED

A. BUILDING

S WING 09/15/2011

NAME OF PROVIDER OR SUPPLIER

GOOD SAMARITAN HOME & REHABILITATIVE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

231 N JACKSON ST
OAKLAND CITY, IN47660

D SONNIARY STATEMENT OF DEFICIENCIES 5 55
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX CFE?)%?RC{;%‘ERREEJ&%AfgITOI—];IESXIPOFEJI'«EODFPFEATE COMPLETION
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TG DATE
immediate transfer...This O TINUOS QALY
is to inform you that it is o oM
necessary to move you
from: Room [number] to Residentt whom experienced a oo
Room [number] on July —
2,2011. The reason for Occurred
this transfer is: for the Room moving
benefit of the resident. | i
do waive my right to oo
forty-eight (48) hours Reason fior Room
notice. [ do waive my o
right to a relocation
planning
conference...Legal
Representative [name]
this 1s to confirm that
you were advised by
telephone on July 2, T team Discussed room change
2011 of the need for the chart
above resident to change Famiy Nt an paperurt
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rooms. Date [unSIgned] Residentt monittored each shifi fioF2
. h
Signature of Legal
Representative —
Documenttatton
. " .
[unsigned].... reviewed
Documenttatton witthi@2 hours in
Social Service
Social Progress Notes Nottes
included the fol]owing Montthly fiollow up firom SSD or MCF
] fior3 montths
notations:
Quartterly fiollow up firom SSD or MCF
fior ttwo
: . n
7/2/1 1 [untlmed] . SpOkC quartters
[Wlth] I'GS [I'CSldent] 01’1 Nurses tto Nurse reportt
. . given
this day to inform her of
room move. Res moved All belongings medicattons
ttreattmentts necessary medical
tO room [number] * Res infiormatton relocatted ifi
. ] needed
didn't respond when
< "
informed of move.
: . n
7/4/11 [untimed]: "Res
upset about room move.
Res attempts to go into
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former room and resists
redirection. Spoke [with]
res on this date, res did
not respond when asked
if she was upset about
new room. Will cont. to
monitor."

Nurses Notes included
the following notations:

7/4/11 at 9:15 P.M.: "Res
had behavior @ [8:00
P.M.] such as yelling
loudly when res was
taken to new room...Res
angry d/t [due to] fact
she can't enter her old rm
[room]. Res doesn't
understand why she can't
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enter her old room...Res
hitting pinching
staff...Res yelling woke
other residents et [and]
caused them to be upset.
Explained to res that she
has new room...Res
agreed to sit in chair by
old rm...."

7/6/11 at 6:15 P.M.: "Res
entered her old rm et
would not leave when
asked. Res began
hitting/pinching/scratchi
ng/biting this nurse as |
tried to explain to res she
had new room et try to
get res out of other
residents rm. Res also hit
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CNA who was assisting
this nurse in removal of
res from wrong rm. MD
notified...."

Social Progress Notes,
dated 7/6/11, indicated,
"Res would not allow
redirection from staff
when attempting to assist
her out of her former
room. Res displaying
confusion about move.
Staft spoke [with] res
and explained new room
and assisted her to locate
her room...."

A Physician's order,
dated 7/7/11, indicated to
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increase Depakote
[medication given for
behavioral symptoms]
from 125 mg every
morning to 250 mg every
morning.

An Interdisciplinary
Team [IDT]Progress
Note, dated 7/15/11,
indicated, "...She was
recently moved to room
across the hall from her
old room which she had
been in for over 2 years.
She was going to enter
her old room when
resident, who resides in
this room closed door @
this time causing res to
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lose her balance et [and]
fall...."

An Interdisciplinary
Team Progress Note,
dated 7/18/11, indicated,
"IDT reviewed incident
occurring on 7/17/11 @
1605 [4:05 P.M.] when
resident was starting into
her previous room and
current resident was
starting to exit room.
They collided causing
this resident to fall...."

A therapy note, dated
7/18/11, indicated, "...ST
[speech therapy] to eval
[evaluate] for orientation
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with the pt [patient]
having recent room
move [and] difficulty
locating new room...."

A Social Progress Note,
dated 8/9/11, indicated,
"[Name of psychiatrist]
saw res on 8-8-11 and
ordered to [increase]
Depakote to 250 mg po
[by mouth] tid [three
times daily] after meals
d/t [due to] [increased]
behaviors."

Nurses Notes continued:

8/11/11 at 4:47 A.M.:
"...Continues to have
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confusion about her
room since she had a
room change the First
part of July. Re-directed
to her room...."

An IDT note, dated
8/24/11, indicated,
"...She had 2 falls last
month perhaps d/t room
move...."

A Physician's Progress
Note, dated 8/30/11,
indicated, "...Her room
was moved recently and
this did make a
difference, but she seems
to be doing much better

now....
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An IDT note, dated
9/13/11, indicated, "...res
was attempting to open
the door to her previous
room. She lost her
balance, fell...Res has
become increasingly
confused since her room
move... IDT will review
for possible room
move...."

On 9/14/11 at 12:10
P.M., during interview
with the Alzheimer's
Unit Facilitator, she
indicated Resident B
"needed to move due to
the admission of a
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married couple." The
Alzheimer's Unit
Facilitator indicated the
resident did have
"issues" when she first
changed rooms, and that
she hoped to eventually
move her back into her
old room.

This federal tag relates to
Complaint INO0095041.

3.1-32(a)
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